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Volume 59, Number 6S Abstracts 41Saneurismal arch involvement (n ¼ 3 [21%]), residual arch
dissections after ascending aortic repair (n ¼ 2 [14%]),
post-traumatic aneurysm (n ¼ 1 [7%]), and type II thora-
coabdominal aortic aneurysm with arch involvement (n ¼
1 [7%]). A total of 22 aortic arch vessels (brachiocephalic
trunk, 7; left common carotid artery, 11; bovine arch,
2; left subclavian artery [LSA], 2) were targeted. The
left LSA was intentionally covered in 12 cases and preoper-
atively revascularized in nine. Successful endograft implan-
tation was achieved in all cases. Two early postoperative
deaths occurred (one retroperitoneal hematoma and
stroke, and one unclear cause). Further major complica-
tions included a major stroke with signiﬁcant early clinical
improvement, one delayed transient paraplegia, and one
Vascular Plug dislocation. The mean intensive care unit
and hospital stays were 36 2 and 116 8 days, respectively.
At 8 6 7 months of follow-up, the cumulative survival was
79%, with no aneurysm-related death or reinterventions.
One type II endoleak is managed conservatively and one
patient with persistant false lumen perfusion is planned to
undergo endograft extension.
Conclusions: FBSG present a feasible and safe thera-
peutic alternative for repair of aortic arch pathologies in
high-risk patients.
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Objectives: To evaluate if increased experience with
endovascular repair of abdominal aortic aneurysm
(EVAR) for ruptured abdominal aortic aneurysm (rAAA)
has improved patient outcomes.
Methods: The National Surgical Quality Improve-
ment Program (NSQIP) database was queried, from the
years 2005 to 2011, to identify patients who underwent
EVAR for rAAA. A total of 803 EVAR procedures were
performed for rAAA. Procedures performed between
2005 and 2007 were placed into the early EVAR (E-
EVAR) group and those performed between 2008 and
2011 were placed into the late EVAR (L-EVAR) group.
Patient demographics, comorbidities, perioperative data,
and outcomes were compared.
Results: There were more EVAR procedures per-
formed for rAAA in the L-EVAR group than in the
E-EVAR group (124 vs 679, P < .01). The groups were
similar with regards to demographics and preoperative co-
morbid conditions. There was a lower rate of acute renal
failure (9% vs 15%, P ¼ .03), pneumonia (11% vs 18%, P
¼ .03), deep venous thrombosis (0% vs 2%, P < .01),
and urinary tract infections (4% vs 8%, P ¼ .03) for L-
EVAR compared with E-EVAR. In addition, L-EVAR pa-
tients were more likely to be hemodynamically unstable,
requiring large-volume (>4 units) blood transfusions(16% vs 4%, P < .01). The L-EVAR group had shorter
operative times (173 vs 187 minutes, P < .01) despite
the trend toward hemodynamic instability. Mortality on
the day of surgery (10% vs 10%, P ¼ .82) and 30-day mor-
tality (26% vs 24%, P ¼ .69) was not signiﬁcantly different
between E-EVAR and L-EVAR.
Conclusions: There has been an increase in the use of
EVAR for hemodynamically unstable patients with rAAA
with acceptable immediate and 30-day mortality rates.
The ﬁndings may be attributed to an improvement in
EVAR devices and/or the surgeons’ comfort level with
the use of EVAR for rAAA. These data suggest that
EVAR is an effective treatment for rAAA even in the setting
of an unstable patient.
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Objectives: Endovascular repair (EVAR) is becoming
the preferred treatment modality for patients with ruptured
abdominal aortic aneurysm (rAAA). Although survival
advantage of EVAR over open repair (OAR) has been
shown in some studies, it is unclear whether this beneﬁt ex-
tends to elderly patients. We evaluated the outcomes of
rAAA repair in octogenarians.
Methods: We reviewed the American College of Sur-
geons National Surgical Quality Initiative Project dataset
(2005 to 2011) to identify patients ageed $80 years
treated with EVAR and OAR for rAAA. Procedural trends
were evaluated over the study period. Perioperative out-
comes including mortality, morbidity, and hospital length
of stay (LOS) were compared. Multivariable logistic regres-
sion was used to compare perioperative mortality adjusting
for possible confounders.
Results: Among 591 octogenarians who had rAAA
repair, 207 (35%) had EVAR and 384 (65%) had OAR.
Endovascular repair rates to treat rAAA have signiﬁcantly
increased in this patient population (0% in 2005 vs 53%
in 2011; P ¼ .001). The overall mortality rate among oc-
togenarians was 42%, which was signiﬁcantly higher among
the OAR patients (48.2% vs 30.9%; P < .001). Pneumonia
(24% vs 10.6%; P < .001), unplanned intubation (14.6% vs
8.2%; P ¼ .03), renal failure (8.3% vs 3.4%; P ¼ .02), and
LOS (13.8 vs 10.1 days; P < .001) were also signiﬁcantly
higher with OAR than EVAR. Compared with EVAR,
OAR was independently predictive of mortality among
this cohort (odds ratio, 2.7; 95% conﬁdence interval, 1.5-
4.8; P < .001).
Conclusions: Elderly patients have signiﬁcant periop-
erative mortality after repair of rupture abdominal aortic
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perioperative outcomes in octogenarian and should be
the preferred modality of treatment if feasible.
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Objectives: Frailty is a syndrome of decreased physio-
logic reserve that increases vulnerability to adverse health
outcomes. We evaluated the effect of frailty on 30-day
mortality after elective AAA repair and compared endovas-
cular (EVAR) and open (OAR) repair for patients with
similar frailty burden.
Methods: We identiﬁed patients undergoing elective
AAA repair using the National Surgical Quality Improve-
ment Program (NSQIP) database. Frailty was quantiﬁed
using the modiﬁed frailty index (mFI; Ann Vasc Surg
2013;27,904-8) and categorized into tertiles. Univariate
and multivariate regression was performed to assess mortal-
ity in EVAR and OAR groups.
Results: Of 18,594 patients undergoing elective AAA
repair, 299 (1.6% overall; 1.1% in EVAR and 3.0% in OAR)
died #30 days of repair. Mortality risk was consistently
more than twofold higher for OAR across all mFI sub-
groups (Fig). In the multivariate analysis, higher mFI
correlated to higher mortality risk (EVAR: odds ratio
[OR], 1.7; 95% conﬁdence interval [CI], 1.0-2.9; OAR:Fig. Thirty-day mortality rate after AAA repair by ascending ter-
tiles of frailty (mFI).OR, 3.3; 95% CI, 1.9-5.6). Contrastingly, age had minimal
effect on mortality [EVAR: OR, 1.1; 95% CI, 1.04-1.10;
OAR: OR, 1.1; 95% CI, 1.06-1.13). American Society of
Anesthesiologists class, recent weight loss, and transfer sta-
tus were independent risk factors in the EVAR but not in
the OAR group.
Conclusions: Frailty (mFI) is a stronger predictor of
mortality after elective aneurysm repair than existing clin-
ical criteria for both EVAR and OAR. For patients with
similar frailty indices, mortality risk was higher with OAR.
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Objectives: Isolated infrarenal aortic dissection is un-
common. The natural history and optimal management
are unclear. We hypothesize that many of these dissections
can be managed expectantly.
Methods: The radiology database at a single institu-
tion was queried to identify all imaging between July
2003 and August 2013 that included aortic dissections. A
retrospective record review identiﬁed baseline patient char-
acteristics, anatomic characteristics of the dissections,
symptoms, management, and outcomes.
Results: Twenty-nine infrarenal dissections were identi-
ﬁed. Most started below the inferior mesenteric artery (18 of
29) and extended to either the iliac bifurcation (13 of 29) or
only into the common iliac arteries (10 of 29). Average
dissection length was 77 6 65 mm (range, 15-204 mm).
Many of these dissections had a component of penetrating
aortic ulcer. Only 21% (six of 29) of patients presented
with symptoms (abdominal or back pain). Eighty-three
percent (24 of 29) were managed with observation alone,
including all six symptomatic patients. Five patients were
treated with EVAR, all on an elective basis. Indications for
intervention were concomitant aneurysm (four) and claudi-
cation (one). Technical success was 100%. Average follow-
up was 26 6 37 months (range, 0-138 months). Factors
that were associated with isolated infrarenal aortic dissection
included hypertension (20 of 29), male gender (19 of 29),
signiﬁcant aortic ulcerated plaque (15 of 29), and smoking
history (12 of 29). Family history (three of 29) and Marfan
disease (two of 29) were less common. Forty-ﬁve percent
(13 of 29) of patients had other evidence of aortic pathol-
ogy, with nearly one-third found to have an abdominal
aortic aneurysm at some point during the follow-up period.
Conclusions: Isolated infrarenal aortic dissections can
be treated successfully with observation even in symptom-
atic patients. When treatment is required, it is generally for
an associated abdominal aortic aneurysm and can often be
managed successfully electively using endovascular tech-
niques. Many of these dissections are likely part of the spec-
trum of evolution of penetrating aortic ulcer.
